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Paravertebral Anesthesia in Gall-stone Surgery.—Juhasz (Zentralbl. 
f. Chir., 1914, xli, 1409) ascribes the success of paravertebral anesthesia 
largely to the fact that large quantities of non-toxic novocain with 
adrenalin can be employed. The fluid is injected in the neighborhood 
of the spinal ganglia and the intervertebral foramina. It had been 
considered necessary to inject on both sides in order to obtain sufficient 
anesthesia for abdominal operations. The method has been employed 
for operations in the neck, thorax, and abdomen. Francke observed 
severe collapse in several cases and thought this was due to rapid and 
wide extension of the anesthetic fluid over the surface of the dura mater. 
Kappis also observed collapse, but in only mild grade in two out of 
30 cases. Jurasz does not believe it is due to an epidural extension of 
the anesthetic fluid but to a special intolerance of some patients espe¬ 
cially, to strongly concentrated solution of novocain. He believes that 
too much demand is made by some surgeons on the tolerance of the body 
to this substance which is a poison. He recommends its employment 
in gall-bladder surgery, especially for cases in which general anesthesia 
is contra-indicated. He employed it in two cases without further anes¬ 
thesia of the skin or peritoneum and obtained complete anesthesia of 
the abdominal walls, the peritoneum and right-sided abdominal organs. 
Operative shock, also, seemed to have been excluded completely. He 
employed the following technique: With the patient in the left lateral 
position and the knees drawn up, a small quantity of a 0.5 per cent, 
novocain in solution is injected subcutaneously in a line about 3 cm. 
from the spinous processes. Then in this line at the level of the sixth 
spinous process, a fine long needle is introduced and" made to seek the 
lower border of the corresponding transverse process. Close under it 
the needle is passed about 0.5 to 1 cm. deeper in a slightly median 
direction and is moved about carefully until the patient experiences a 
pain radiating forward. Then 5 c.c. of the solution are deposited with¬ 
out changing the position of the needle. The pain ceases completely 
in a minute. The needle is then allowed to remain in position and a 
second needle is employed to make a similar injection at the level of the 
next spinous process. After this injection the first needle is removed 
and with it a third spinal nerve is injected in the same way, the second 
needle remaining in position. In this way the necessary number of spinal 
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nerves are anesthetized. In the lower breast region the spinous pro¬ 
cesses do not guide the point of injection because the lower transverse 
processes are more at a right angle with the vertebrae. Here, the best 
guide is the distance between the upper punctures. Patience is neces¬ 
sary on the part of the surgeon and patient because it is not always 
easy to find the nerve and the patient must put up with considerable 
pain. Injection on both sides is not necessary and for that reason 
this method is suitable for operations on the liver and gall-bladder. 
The injection of 40 c.c., which Jurasz employed in both of his cases, 
will produce no symptoms of shock. 

Permanent Drainage in Ascites.—Oberst (Zentralbl. f. Chir., 1914, 
xli, 1465) says that the methods of permanent drainage of ascites 
which have won a permanent place for themselves, are the Talma 
operation, the modified Eck fistula between the portal vein and vena 
cava which can be employed only rarely, and the various methods for 
discharging the fluid into the subcutaneous tissue. In the latter group 
foreign bodies have been employed, as drainage buttons of glass, drain¬ 
age tubes, silk threads, etc. Oberst proposes the use of a piece of the 
skin instead of a foreign body, the skin being suited to permanently 
conduct the ascitic fluid into the subcutaneous tissue. In an over¬ 
hanging part of the abdomen, e. g., in the midline below the umbilicus 
after the removal of the ascitic fluid, a transverse flap of skin is out¬ 
lined by the knife. This is about three inches from above downward 
and about six inches from side to side, larger on the left than the right 
side. The larger left half is separated from its bed, while the small 
right half is left attached for nourishment. The separated portion is 
now doubled on itself so that the skin surface presents on all sides and 
its edges are united by sutures. This flap is then passed through a 
small laparotomy opening into the abdomen and fixed in this position 
by a few sutures at its base. The edges of the surrounding skin wound 
are now undermined and brought together over the central skin flap. 
Because the edges of the laparotomy wound cannot unite with the 
sunken skin covered flap, the ascitic fluid will continuously escape into 
the subcutaneous tissue Instead of doubling the flap, one may roll 
the detached portion into the form of a tube with the skin inside or 
out, and suture it in the laparotomy opening. The principle is the same 
to prevent the closing of the opening between the abdomen and sub¬ 
cutaneous tissue by interposing a skin covered flap. The operation 
can be done under local anesthesia. The laparotomy opening should 
be small to prevent the escape of intestines, a small opening being 
sufficient for the escape of the ascitic fluid. The first method of using 
the skin flap worked best. 

Cleft Palate and its Treatment.—Drachter (Deut. Zschr. f. Chir., 
1914, cxxxi, 1) divides the methods of treatment in vogue into (1) 
those which bridge over the cleft, (2) those which fill it, and (3) those 
which approximate its margins. The cleft upper jaw is abnormally 
wide, the average increase in width between the alveolar processes 
being 0.8 cm. In a unilateral cleft the palatal plates are of normal 
width, but they are more oblique than the palatal plates of the normal 


